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Volume 55, Number 4 Letters to the Editor 1225the cause of their clinical problem, although the fistulas were
between the third portion of the duodenum and the native aneu-
rysm sac and the endograft was not in contact with the fistula. In
fact, the management strategy was also very similar and includes
explantation and extra-anatomic revascularization. On the other
hand, as we concluded in our article, we completely agree that AEF
must remain in the differential diagnosis of any patients who
present with upper gastrointestinal bleeding after endovascular
aneurysm repair.
Leopoldo Fernández-Alonso, MD, PhD
Department of Vascular Surgery
Hospital of Navarra
Pamplona, Navarra, Spain
REFERENCES
1. McPhee JT, Soybel DI, Oram RK, Belkin M. Primary aortoenteric fistula
following endovascular aortic repair due to type II endoleak. J Vasc Surg
2011;54:1164-6.
2. Fernández-Alonso L, Alegret J, Urtasun F, Jimenez Arribas JM, Atienza
M, Centeno R, et al. Aortoenteric fistula after endovascular abdominal
aortic aneurysm treatment with the original Gore Excluder endoprosthe-
sis and Cook aortouniiliac converter for endotension. J Cardiovasc Surg
(Torino) 2011;52:391-4.doi:10.1016/j.jvs.2011.11.119 deply
We thank the authors of the Letter to the Editor for their
areful review of our recently published article. Admittedly, we also
truggled with how best to characterize the aortoenteric fistula
escribed in our report. We agree that the standard definition of
rimary aortoenteric fistula refers to the erosion of native aortic
issue into the gastrointestinal tract in the absence of aortic manip-
lation while secondary fistulae are those that erode after aortic
ntervention. After peer review of our article by way of the Journal
f Vascular Surgery editorial staff, we agreed with our reviewers
hat our case was most similar to a primary aortoenteric fistula, as
he endograft itself did not erode but rather the enlarging native
neurysm sac eroded due to a persistent type II endoleak. We agree
hat if the endograft itself had been the nidus of erosion, it would
est be characterized as a secondary fistula. Nonetheless, the salient
haracteristic of both cases remains the importance of recognizing
his clinical scenario to allow for appropriate intervention when it
rises.
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